The term 'untreatable patient' has common usage in psychiatric and allied circles. We have all heard something like: "He's a hopeless case"; "he's too uneo-operative to treat"; "he's just a chronic schizophrenic", and so on. The essential meaning however is clear, namely that the patient is untreatable. Furthermore, this statement tends to be accepted as a truth not to be further discussed.
Is this the end of the matter then? I think not and I will try to show why, in so far as it applies to the so-called 'psychiatric patient. ' I want to begin with four assumptions: 1) There is no such thing as an untreatable patient.
2) The word 'untreatable' is used to communicate in quasi-scientific terms a series of transactions between what I propose to call a patient and his therapist. 3) Underlying the use of the word 'untreatable' there is a constellation of forces which is intimately a function of both patient and therapist. These forces will be referred to as fantasies. 4) These fantasies tend to be of an unspeakable nature. Susan Isaacs (2) in a classic paper says: "Unconscious fantasies exert a continuous influence throughout life, both in normal and neurotic people, the differences lying in the specific character of the dominant fantasies, the degree of anxiety associated with them and their interplay with each other and with external reality." For the purpose of this paper, the external reality is our 'untreatable patient' and the inter-action of the therapist's and patient's fantasies will be the focus of attention.
THE UNTREATABLE PATIENT*
Melanie Klein, through the analyses of young children, was able to show the fundamental importance of destructive fantasies in the development of the child, and how these fantasies at conscious and unconscious levels influence the way we act and the way we cope with our environment. H. Segal has written an excellent introduction to this work (3).
Winnicott (5) stresses the importance of hate in the psychiatrist-patient relationship and the damage that can be done to the patient in this relationship if the psychiatrist is not aware of just how much he can hate his patient. Winnicott turns from this kind of relationship to one which has similarities -the motherchild situation: "A mother has to be able to tolerate hating her baby without doing anything about it. She cannot express it to him ... The most remarkable thing about a mother is her ability to be hurt so much without paying the child out, and her ability to wait for rewards which mayor may not come at a later date. Perhaps she is helped by some of the nursery rhymes she sings which the baby enjoys but fortunately does not understand.
Rock-a-by baby on the tree top When the wind blows the cradle will rock When the bough breaks the cradle will fall, And down will come baby, cradle and all. "I think of a mother, or a father playing with a small child, the infant enjoying the play and not knowing that the parent is expressing hate in the words. This is not a sentimental rhyme. Sentimentality is useless for parents as it contains a denial of hate." He ends his article with this: "In the ordinary management "This is the revised version of a paper presented to f h hoti f nati the Ontario Psychiatric Association, January, 1967.
0 t e psyc otic type 0 patIent a great strain is put on the psychiatrist and it is important to study the ways in which anxiety of psychotic quality, and also hate, are produced in those who work with severely ill psychiatric patients. Only in this way can there be any hope of the avoidance of therapy that is adapted to the needs of the therapist rather than to the needs of the patient." My point is that to label a patient 'untreatable' is an avoidance of certain feelings that the therapist finds intolerable within himself.
Harold Searles (4) in a series of publications has described with sensitivity and understanding his management of severely ill psychiatric patients. With uncommon candour he has revealed the extent of his own involvement with his patients and the effects his patients have upon him, and he has shown how in the therapeutic situation he assesses his patients and how they assess him. He describes how powerful forces from the patient can tend to create a state of disintegration in the therapist, which feelings the therapist may find most difficult to tolerate. He says "I have seen by now many times over (in my work with chronically psychotic or neurotic patients, in my supervisory experience with approximately twenty other therapists at Chestnut Lodge and elsewhere, and in listening to staff or seminar presentations by many additional therapists) how very prone we are to the development of an attitude of hopelessness in the course of our work with a patient ..."
My fourth assumption was: these fantasies tend to be of an unspeakable nature. These unspeakable fantasies are closely connected with primitive and violently destructive feelings which are felt by the therapist in the patient-therapist situation. Or, to put it in other words: I, as therapist, see a patient in consultation and during the course of the interview, I become aware to a greater or lesser degree, of the most awful thoughts, feelings and anxieties arising in me concerning this patient. I become increasingly distressed. I may feel hopelessness and despair; that is, that for me to continue seeing and treating this patient is completely out of the question. Now the word 'untreatable' is both respectable and acceptable. By its use to my colleagues I can deny certain feelings in myself and also gain reassurance from them that what I do is correct and scientific. That is, I reject my patient because he is obviously untreatable.
Is there a more therapeutic approach to this apparent dead-end? I think there is, but this will mean examining furth.er the inter-action between our therapist and his untreatable patient.
Paula Heimann (1) writes: "This short note on counter-transference has been stimulated by certain observations I made in seminars and control analyses. I have been struck by the widespread belief amongst candidates that the counter-transference is nothing but a source of trouble. Many candidates are afraid and guilty when they become aware of feelings towards their patients and consequently aim at avoiding any emotional response, and at becoming completely unfeeling and 'detached'. My thesis' she continues "is that the analyst's emotional response to his patient within the analytic situation represents one of the most important tools for his~ork.~he analyst's counter-transference IS an InStrument of research into the patient's . "
unconscious. Now although Heimann is writing about the psychoanalytic situation, she is also writing about the involvement of two people and the feelings that each one may have for the other. This clearly must apply to our patient-therapist situation where feelings have been so aroused that the therapist is going to reject his patient. In this situation there comes a point when the therapist has decided to call his patient untreatable. Now although he may tell his colleagues about his decision he will not tell the patient directly, but he will in some way com-municate to him the fact that he will not be seeing him again. Whatever the language and rationalizations used, the patient will become aware that he has helped create an intolerable situation and that he is going to be rejected by the therapist. A crisis of rejection has arisen. Now this rejection is but a repetition of other and earlier experiences of rejection for the patient. They are victims of a cruel fate. Nothing ever goes right for them. They always seem to find themselves in situations of persecution, of victimization. They have, that is, the facility to externalize and project the attacks they feel internally into outside objects and in this case into our therapist, who, unless he is aware of what is going on, will feel himself under pressure to victimize and persecute his patient (to unconsciously collude). This leads to my last assumption that the phenomenon of untreatability is comparable to the phenomenon of resistance as it applies to the psychoanalytic situation. As such it becomes a technical problem of psychotherapy requiring psychotherapeutic skills and the ability of the therapist to confront and resolve this psychological obstruction. As this obstruction becomes resolved so will the patient become more treatable, more positive and more able to use the creative potential within himself, so as to become a more effective and less 'untreatable' human being. R. A. FORRESTER, M.D., Toronto, Onto
